Paperwork Reduction Act Package (CMS-10565, OMB0938-1296)
[bookmark: _Hlk195874556]30-Day PRA Comments
Comment: A commenter noted that Medicare Advantage Organization (MAOs) need to start data collection and incorporating the defined and requested data requirements at least six months prior to the Model of Care (MOC) submission deadline in February. If these new requirements are added to the Calendar Year (CY) 2027 MOC submission period as described, MAOs will need to start their process in August 2025. This will provide MAOs insufficient time to modify their MOCs if CMS identifies any further adjustments during this 30-day comment collection period. Therefore, the commenter recommends a modified timeframe with a CY 2028 plan year effective date at the earliest to provide MAOs with adequate development time after these requirements are finalized.
Response: We concur with the commenter that plans will need additional time to prepare for the changes contained in this PRA package. To accommodate this change, we are moving the initial and renewal MOC submission period for CY 2027 and beyond. For Special Needs Plans (SNPs) that are required to submit either an initial or a renewal MOC for CY 2027, plan sponsors will have until 11:59pm Eastern on May 29, 2026, to upload their required CY 2027 MOC package. In future years, the MOC submission deadline will fall on the Friday before the upcoming contract bids are due to CMS. Contract bids are due to CMS on the first Monday in June as required by 42 CFR 422.254(a)(1). We will provide additional information in the ensuing months to prepare SNPs for the MOC timeline change for CY 2027. 
Comment: With respect to the new MOC Element 1A (Describe the eligibility categories and criteria for the D-SNP), a commenter recommends CMS clarify that Element 1A refers to the current eligibility categories and criteria in place at the time of MOC submission. In February, many D-SNPs do not have the eligibility categories and criteria for the next plan year, as state Medicaid agency contracts (SMAC) and bids for the next plan year are still months from being finalized. We also recommend CMS provide guidance on how a new D-SNP should complete the new MOC Element 1A when there are no current eligibility categories and criteria to describe, as the SMAC and bid for the following plan year will not be complete.
Response: We agree that some plans would have difficulty obtaining this information based on the current February MOC submission timeframe. As we noted above, we are moving the CY 2027 MOC submission timeline, and all future submission years, to assist in this effort. However, we continue to believe that the information requested is obtainable and that NCQA and CMS take into consideration individual circumstances that may prohibit further data collection at the time of the MOC submission.  
Comment: A commenter requested changes to Attachment B that was part of the 60-day PRA package. Specifically, they are seeking the ability to supply comments if plans choose “other” as part of the D-SNP questionnaire tool or to address some of the instrument’s terminology. 
Response: As we noted in the 30-day PRA package, we have removed Attachment B and are no longer requesting that D-SNPs complete the questionnaire. As such, the comments are out of scope to the final MOC PRA. 
Comment: A commenter suggested that the PRA’s burden estimates do not capture the actual time it takes to cover these requirements. They note that plans use personnel through the plan organization with different subject matter expertise and accountabilities—including Clinical and Care Management Services, Member Services, Quality, Data Analytics, Call Center, Population Health, Provider Contracting/Relations, Compliance, and Community Outreach.
Response: CMS appreciates concerns expressed by this commenter. All SNPs are required to develop and implement a MOC to serve as the basic quality framework and infrastructure to promote care management and coordination and meet the individual needs of SNP enrollees. A MOC submission, as outlined in this PRA, is considered a collection of information and CMS has accounted for this burden. CMS does not account for the effort required to collaborate within the organization as this is inherent to an SNP’s MOC development process and is unique to each organization. In addition, we increasingly see duplication of MOC content done at the parent organization level across SNP plan benefit packages, contracts, or across SNP types, which we believe does alleviate burden for the many Medicare Advantage organizations with multiple SNPs. Further, many SNPs also update and build on past MOC submissions for an upcoming year, so the burden may also be lessened for those plans. 
Comment: For MOC Element 1A – Description of the Overall SNP Population and the Most Vulnerable Enrollees, a commenter requests that CMS re-examine the scope of this new language/requirement. They recommend that this factor focus only on asking the health plan for information on the population and sub-groups, rather than about benefit structures. This does not seem in keeping with the MOC intent or scope.
Response: The proposed language in MOC Element 1A, which the commenter refers to, was as follows:
For D-SNPs: Indicate if the D-SNP(s) are seeking to be fully integrated dual eligible (FIDE) SNP, highly integrated dual eligible (HIDE) SNP, coordination only D-SNP, or include multiple SNP types. Describe the eligibility categories and criteria for the D-SNP (Qualified Medicare Beneficiary (QMB Only); QMB Plus; Specified Low-Income Medicare Beneficiary (SLMB Only); SLMB Plus; Qualifying Individual (QI); Qualified Disabled and Working Individual (QDWI); Full Benefit Dual Eligible (FBDE). Describe the overall benefit structure and how care is coordinated.
As we noted in the 60-day comment period PRA package, we shared the commenter’s concern that a focus on overall benefit structure is inconsistent with the goal of the MOC Element 1A, which is to provide context and understanding of the SNP population that is being covered by the MOC. We removed the text “Describe the overall benefit structure and how care is coordinated” from the sub-element as we believe the factors before this portion adequately address the goal of describing the plan’s relevant population. We believe the commenter’s concerns have been fully addressed. 
Comment: A commenter suggested that the following factor in MOC Element 1B is redundant to MOC Element 1A and should be removed: “Describe the internal health plan procedures to identify the most vulnerable enrollees and differentiate from those who are less resource intensive.”
Response: We appreciate the comment. The factor at MOC Element 1A asks plans to do the following:
Provide the following information for each SNP type, differentiating between the general SNP enrollees and the most vulnerable enrollees:
· Demographic information including a detailed profile of the population demographics (e.g., average age, sex, ethnicity, language, education level, socioeconomic status, etc.). 
· A detailed profile of the medical status, including health conditions, social, cognitive, environmental aspects, living conditions, and co-morbidities associated with the SNP population in the plan’s geographic service area.
· A description of the conditions and/or other factors impacting the health of SNP enrollees, including the most vulnerable, providing specific information about actual and/or potential health disparities (e.g., language barriers, deficits in health literacy, poor socioeconomic status, housing, food, transportation insecurities, cultural beliefs/barriers, caregiver considerations, etc.), and the associated challenges these characteristics pose.
· A description of how the SNP addresses enrollee needs related to social determinants of health.
The intent of MOC Element 1B is not for SNPs to describe their most vulnerable populations, instead, the factor directs SNPs to describe their process for identifying the most vulnerable populations in their plan. Considering the differences between the factors in MOC Element 1A and MOC Element 1B, we are maintaining the current language unchanged. 
Comment: A commenter suggested that a factor in MOC 1B should be revised to indicate specify the types of services often needed by individuals defined as most vulnerable that are additional to services generally provided to all SNP members. They note that there are not exclusive services that only “especially vulnerable” individuals can access, and that the population enrolled have characteristics such that a person can be relatively stable and then have a period of more intense needs. The SNP provides services and support to meet the needs.
Response: We appreciate the comment. The current language in MOC 1B is the following:
“Describe in detail the specially tailored services for beneficiaries considered especially vulnerable.”
We agree with the commenter that the language should be revised and that the current terms used can be confusing. We recommend the following revision:
“Describe in detail the specially tailored care management practices for beneficiaries considered especially vulnerable.”
This revision acknowledges that all SNP enrollees are entitled to the same Parts A and B services as stipulated by 42 CFR 422.101(a)-(c) regardless of whether they are considered vulnerable or not. Instead, the revised text asks plans to focus on specific care management practices that can be employed to address the health needs of their most vulnerable enrollees. We are revising the MOC matrix (Attachment A) to incorporate this change. 
Comment: A commenter noted that CMS failed to update and clarify language in MOC Element 2A asking plans to describe staff roles with care management and clinical functions and oversight of those clinical functions. 
Response: We appreciate the comment. The 60-day comment package did not contain the updated language as was intended. We sought to make the following change:
The proposed language in the first bullet of MOC Element 2A was as follows:
· Fully define the SNP staff roles and responsibilities for both employed and contracted staff, across all health plan functions that directly or indirectly affect care coordination. This includes but is not limited to the identification and detailed explanation of:
We have made the following edit to clarify the staff information we are seeking:
· Fully define the SNP staff roles and responsibilities for both employed and contracted staff, across all health plan functions that directly or indirectly affect care coordination, excluding administrative staff with responsibilities unrelated to care coordination. This includes but is not limited to the identification and detailed explanation of:
We are confirming the change will occur in the updated MOC Matrix. 
Comment: A commenter recommends adding the phrase “if applicable” after the word “stratifying” in MOC Element 2B – Health Risk Assessment (HRA). The commenter states that SNPs increasingly are required to use a state mandated health risk assessment tool that does not come with stratification rules or may dictate that all SNP enrollees are considered high risk.
Response: As noted in response to the 60-day comments that were received, we believe stratification is an important tool in care management processes. We also said at the time that we believe evidence through years of MOC reviews and SNP audits show that plans can and do meet these stratification requirements. Lastly, CMS will work with state Medicaid agencies to ensure that assessment tools are aligned regarding the stratification of D-SNP enrollees. As such, we will maintain the current language. 
Comment: A commenter states that new text in MOC Element 2C – Face-to-Face Encounter that requires enrollee consent may impact the relationship between provider and patient/enrolled member, when the person conducting the face-to-face encounter is a provider who is not employed by the health plan. They recommend removing this language. 
Response: Per 42 CFR 422.101(f)(1)(x), MA organizations offering SNPs must provide, on at least an annual basis, beginning within the first 12 months of enrollment, as feasible and with the enrollee's consent, for face-to-face encounters for the delivery of health care, care management, or care coordination services and be between each enrollee and a member of the enrollee's interdisciplinary care team or the plan's case management and coordination staff, or contracted plan healthcare providers. A face-to-face encounter must be either in person or through a visual, real-time, interactive telehealth encounter. As such, we cannot waive the current regulation's requirement that the enrollee provide consent. Our view when finalizing the rule was that the information exchanged between providers and the plan in the process of paying claims would provide verification that the enrollee met face-to-face with a qualified provider and that consent would be inherent in the enrollee's visit to their provider.
Comment: A commenter requests that we revise the following language in MOC Element 2D – Individualized Care Plan (ICP):
“D-SNPs: Describe how the ICP coordinates Medicare and Medicaid services and, if applicable, the D-SNP or affiliated Medicaid plan provides these services, including long-term services and supports and behavioral health services.” 
They state that there is substantial movement by states around requirements for D-SNPs pertaining to care plans and care planning and that each state sets its own requirements and D-SNPs must comply. They recommend deleting this factor as SNPs are required to coordinate Medicare and Medicaid services under the state-directed contract language and because it appears redundant to other factors in MOC 1 and MOC 2.
Response: We thank the commenter. The factor in question from MOC Element 2D is specific to the employment of the plan’s ICP in the process of coordinating Medicare and Medicaid services, whereas MOC 1 is specific to describing the SNP’s general and most vulnerable populations. MOC 1 does not seek information regarding the ICP unless the SNP deems it necessary to include it. As such, we will maintain the current language.
Comment: A commenter requests that we revise the following language in MOC Element 2E - Interdisciplinary Care Team (ICT): 
“D-SNPs: Explain how the ICT coordinates with Medicaid providers when there are needed Medicaid-covered medical or social services that the plan does not cover, if applicable.”  
The commenter states that MOC Element 2E is redundant to other factors in MOC 1 and MOC 2.
Response: We thank the commenter. Similar to our response to the language in MOC Element 2D, we note that the factor in question from MOC Element 2E is specific to the employment of the plan’s ICT in the process of coordinating Medicare and Medicaid services whereas MOC 1 is specific to describing the SNP’s general and most vulnerable populations. MOC 1 does not seek information regarding the ICT unless the SNP deems it necessary to include it. As such, we will maintain the current language.
Comment: A commenter requests that we remove the following from MOC 2F – Care Transition Protocols: 
“D-SNP: Explain how the plan coordinates with providers of any Medicaid covered services during a care transition, where applicable.” 
The commenter states that the factor represents an addition to the MOC pertaining to D-SNPs where state mandates will dictate SNP required protocols and processes around care transitions. 
Response: Section 1859(f)(7) of the Social Security Act (“the Act”) requires that MAOs offering a specialized MA plan for special needs individuals (i.e., special needs plan, or SNP) be approved by the National Committee for Quality Assurance (NCQA) based on standards established by the Secretary. The MOC standards contained in the MOC Matrix (see Attachment A) represent the requirements SNPs must meet in order to participate in the Part C Medicare Advantage program, and while some of these standards are analogous in certain respects to those mandated by state Medicaid agencies, and because the standards are established by the Secretary, they do not contain MOC standards in a SNP’s approved SMAC. As such, we are not amending the current language in MOC matrix. 
Comment: A commenter requested clarification regarding MOC Element 3C – Provider MOC Training, and whether CMS intends to change the term to requiring training for provider staff instead of providers. They note “MOC training requirements in this section now target provider staff rather than direct care provider staff. This is aimed at decreasing provider burden.”
Response: As noted in response to the 60-day comments that were received, the intent of the requirements at 42 CFR 422.101(f)(2)(ii) is for SNPs to focus training activities on contracted and non-contracted providers who are essential to the enrollee’s care coordination and management processes – including those involved in care coordination and transition tasks – rather than all providers who are in-network or are seen regularly by members out-of-network. In other words, SNPs should focus their training on key (i.e., appropriate) providers and their staff who are integral to member’s care coordination and care transition. For example, members of the enrollee’s ICT are clearly critical to the SNP care coordination and care management process; therefore, they must be included in the MOC provider training. 
Following the completion and finalization of the MOC Matrix, CMS will work with NCQA to ensure alignment across the scoring guidelines, training, and other materials that support the MOC process.  
Comment: A commenter recommends removing “initial and annual” language from MOC Element 3C and from the staff MOC training section (MOC 2A) given recent clarification by CMS that clarified that SNPs only need to train on the current MOC.
Response: We agree that the MOC matrix should be revised at both MOC 3C and 2A to remove the text “initial and annual.” Per 42 CFR 422.101(f)(2)(ii), MA organizations sponsoring SNPs must have appropriate staff (employed, contracted, or non-contracted) trained on the SNP plan model of care to coordinate and/or deliver all services and benefits. Consistent with this regulation, SNPs must offer MOC provider training for all appropriate in-network and out-of-network providers and staff (e.g., those with member care coordination and care management responsibilities) at least once per MOC approval period. For example, C-SNPs must train all appropriate in-network an out-of-network providers annually. D-SNPs and I-SNPs must train all appropriate in-network and out-of-network providers at least once during the MOC’s period of approval. For example, if a D-SNP receives a 3-year approval period, it must train providers at least once within this 3-year approval period. That said, the submission and acceptance of off-cycle revisions begins a new period of approval and warrants additional MOC training for all appropriate in-network and out-of-network providers. This would also apply to training policy expectations of internal staff as well. 
Comment: With regards to MOC Element 4A – Quality Performance Improvement Plan, a commenter requested CMS delete the factor that instructs SNPs to “systematically identify which enrollees receive no Medicare services during a defined period of time and action taken by the SNP to identify and connect with these enrollees”. The commenter notes that this factor is redundant to other, such as the requirement for face-to-face encounters and care coordination requirements around needs and care plans.
Response: We appreciate the comment. The purpose of this factor is to have plans identify members who have received no services so that the SNP can implement processes to encourage these members to obtain primary and preventive care services that may be warranted for their individual health status. We do not believe this is the purpose of factors pertaining to other requirements, such as face-to-face encounters, where we are asking SNPs to provide an overview of their processes for meeting regulatory requirements at 42 CFR 422.101(f)(1)(x), for example. As such, we are not removing the factor from MOC Element 4A. 
Comment: A commenter requested the removal of the reference to “member/provider satisfaction” in MOC Element 4A, given that member satisfaction is already included under MOC Element 4C. 
Response: We thank the commenter. We note that MOC Element 4A is asking SNPs to describe how member/provider satisfaction data fit into the overall quality performance improvement plan and how it ensures that appropriate services are being delivered to SNP enrollees; whereas MOC Element 4C is specific to the operational steps used by the plan to integrate member/provider satisfaction into the overall improvement plan and how the data are used to implement new programs that target areas for improvement. As such, we are maintaining the current text in both MOC Elements 4A and 4C. 
Comment: A commenter recommended removing measurable goals from MOC Element 4A, citing that they believe this is already included in MOC Element 4B. With regards to MOC Element 4B, the commenter requested clarification as there was confusion on whether or not the overall goals include enrollee health goals. 
Response: To clarify, MOC Element 4A requests information about the process used to determine whether goals are met/not met and how goals (in general) are integrated into the performance improvement plan. We see MOC Element 4B as capturing the goals themselves and specific details of these goals. There may be duplication across MOC Element 4A and MOC Element 4B in terms of a discussion of the process for how a plan determines if a goal is met/not met; however, each MOC element is speaking to measurable goals within a specific quality improvement mission. For instance, we believe MOC Element 4A represents an overview of the general process of integrated goals into the SNP’s improvement/evaluation plan, while the intention of MOC Element 4B asks SNPs to provide details of each specific goal, whether goals are met/not met, and how that is documented.
Comment: A commenter encouraged CMS to create a searchable repository of state-specific additional care coordination requirements that is updated annually. This repository would need to be searchable and organized by MOC element and factor and domain as set forth in the MOC scoring guidelines that are updated annually. In addition, the commenter encourages CMS to create a national repository, cross-walking state and federal care coordination requirements—for clarity, transparency, training, and efficiency.
Response: As stated in the 60-day response to comments, we appreciate that several states have implemented care coordination requirements and appreciate the suggestion to develop a searchable national repository of state-specific care coordination requirements as well as cross-referencing the state requirements with federal requirements. We will consider it for the future.
[bookmark: _Hlk193722049]Comment: A commenter noted that there was duplicative content between the D-SNP Questionnaire and items covered in the MOC narrative. The commenter requested that CMS use the information already provided by SNPs about all aspects of the HRA, ICP, and ICT requirements through the MOC Matrix. 
Response: As we noted in the 30-day PRA package, we have removed Attachment B and are no longer requesting that D-SNPs complete the questionnaire. As such, the comments are out of scope to the final MOC PRA.
[bookmark: _Hlk195087172]Comment: A commenter provided recommendations for the off-cycle submission policy – namely, allowing for a temporary exemption when there are state-mandated changes or federal payment changes; opening the HPMS MOC Portal for year-round submission; and ensuring timely review. 
Response: As we noted in the 60-day comment period PRA package, we shared that 42 CFR 422.101(f)(3)(iv)(A) requires that C-SNPs, D-SNPs, and I-SNPs submit updates and corrections to their NCQA-approved MOC when CMS requires an off-cycle submission to ensure compliance with applicable law. In addition, SNPs may not implement any changes to a MOC until NCQA has reviewed and approved the off-cycle MOC changes [42 CFR 422.101(f)(3)(iv)(D)]. As such, CMS cannot waive the off-cycle regulations or provide temporary exemptions. Further, the dates that SNPs may submit off-cycle MOC changes are described in regulation. Regarding the request that NCQA review redline MOC submissions within one month of submission in the portal, NCQA reviews within 30 days of downloading off-cycle MOC documentation. It is worth noting that NCQA does not download submissions on a rolling basis but rather downloads submissions on a specified day each month to support efficient coordination of reviews. The review clock begins on the day submissions are downloaded from HPMS by NCQA (regardless of the date that the plan uploaded the submission to HPMS initially). NCQA then completes reviews and uploads scores to HPMS within 30 days of this date. In instances in which there are proposed revisions to an off-cycle MOC that require review by CMS leadership or in which there are unresolved issues, the 30-day turnaround time from download day to results upload may increase.
